SUMMARY Three patients with an acute colitis in which the only pathogen detected was either Aeromonas hydrophila or A sobria progressed to a chronic phase after the infection had been eliminated by antibiotic treatment in two and had resolved spontaneously in the third. The final diagnosis in each case was ulcerative colitis. Two of the patients have responded to antiinflammatory medication but one has required panproctocolectomy. The sequence of symptoms and observations in these cases, as well as in others from the literature involving more familiar pathogens, suggests that bacterial infection may contribute to the development of chronic colitis. This supposition could be tested by extending the follow up of patients with acute infective colitis in a prospective multicentre trial.
Pathogens implicated in exacerbations of chronic inflammatory bowel disease include Shigella'2 and Salmonella'`spp, Campylobacter jejuni,56
Clostridium difficile,79 cytomegalovirus,"' and Giardia lamblia.' Evidence for a causal relationship between infection with such organisms and the disease itself has been considered at best inconclusive, although in one follow up study of patients from an epidemic of bacillary dysentery it was observed that an unexpectedly large number had subsequently contracted either ulcerative colitis or Crohn's disease."
Vibrios of the genus Aeromonas are Gram negative non-sporulating rods, motile with a single polar flagellum. They are not considered part of the normal human faecal flora, though isolation of A hydrophila from as many as 3-2% of subjects without signs of intestinal infection has been reported. 12 Heavy growths of A hydrophila in the stool are obtained only from patients with diarrhoea.'3 Support for its pathogenic role in such cases has been gained through the identification of both an enterotoxin'7`9 and up to three distinct cytotoxins'=2" among the many strains studied. When Slight rectal bleeding recurred after six weeks, but it was not until another 12 weeks had passed that the patient reported back. Then sigmoidoscopy showed a granular, oedematous mucosa oozing blood, with some adherent pus. Biopsy findings were similar to those during the original infection, but no subsequent stool contained A hydrophila. During the next year gradual improvement followed treatment with oral sulphasalazine and intrarectal steroids, and by July 1981 sigmoidoscopy was again normal. Sulphasalazine was then stopped, and the patient has remained well since. PATIENT 2 While travelling in the USA during the summer of 1981 a 24 year old Englishman suffered diarrhoea, with five loose blood tinged stools a day, and bouts of severe upper abdominal pain. He presented after two months, well in general but with a mild proctitis. Microscopic changes of a chronic, relatively quiescent, colitis were seen in the rectal biopsy. Four stools grew A sobria. Routine blood tests were normal. Barium enema showed fine ulceration and disturbance of the haustral pattern at several points up to the hepatic flexure.
The previous summer this patient had contracted a brief gastroenteritis in the Canary Islands. Some months later he had been admitted to hospital overnight with suspected appendicitis.
During a 10 day course of co-trimoxazole the stool became negative for A sobria, and remained so four and six weeks later. As symptoms continued a course of oxytetracycline was given, but with no better result. Combined treatment with sulphasalazine and intrarectal hydrocortisone foam was substituted, but after brief improvement the frequency of the blood stained stools doubled, so oral prednisolone was added and the hydrocortisone was given in retention enemas. This change resulted in formation and much reduced frequency of the stools. Two months later colonoscopy showed rectum and sigmoid colon to be macroscopically normal, but from here to midtransverse colon the mucosa was oedematous, with a segment of 'cobblestoning' and ulceration just distal to the splenic flexure. Microscopically all biopsies gave evidence of a severe chronic colitis.
Diarrhoea and bleeding increased at doses of prednisolone below 10 mg daily. Additional 
Discussion
The clinical picture in Aeromonas infection of the bowel is usually one of an enteritis, with acute selflimiting diarrhoea of about two weeks' duration, commonly accompanied by abdominal pain and fever, occasionally by vomiting.22x A search of the English literature has failed to reveal any case history relating the onset of a chronic colitis to infection with Aeromonas spp, although bloody diarrhoea persisting for more than three months prompted a provisional diagnosis of ulcerative colitis in one of the children of the Australian series," and the closely related organism, Plesiomonas shigelloides, has been isolated from one patient with ulcerative colitis."1 Infection with A hydrophila was almost certainly the initial event in our patient 1. Patient 2 had suffered two episodes of possible relevance in the previous year: a self-limiting non-bloody diarrhoea contracted during a holiday in the Canary Islands and a brief attack of abdominal pain simulating appendicitis. The former was characteristic of intestinal infection, the latter severe enough to merit hospital admission, yet neither had sufficed to precipitate colitis. In patient 3 a non-toxigenic non-invasive strain of A sobria was eliminated spontaneously within days of its detection more than a month after symptoms began, suggesting that its presence might have been irrelevant to what in retrospect could be interpreted as a mild first attack of chronic ulcerative colitis. The simultaneous onset of diarrhoea in the patient and two family members, however, followed by his seemingly complete recovery, gives this the stamp of an infective episode, and until the criteria for pathogenicity in Aeromonas spp are more firmly established we would see the relationship of acute infection with A sobria and the subsequent development of typical ulcerative colitis in this man as a variant of the sequence in patient 1.
These cases of infection accompanying a chronic colitis are not the first to be reported in which the timing might be considered to implicate the infection as the principal cause of the colitis.' 12' A few case histories selected by the authors from 525 they 
